Introduction
Increasing awareness of the impact of family violence and child maltreatment is leading to an expanding evidence base. Although there seems to be a decline in overall exposure of children to violence in the United States, abuse by caregivers and exposure to domestic violence remain steady. Many countries throughout the world are developing their own data about the incidence of abuse, contributing to our understanding of the impact of family violence worldwide. Child abuse pediatricians are refining their use of testing, ensuring that studies such as nucleic acid amplification for gonorrhea and chlamydia are used properly. The understanding of the specific findings associated with different types of physical abuse is aided this year by several studies on abusive head injury and abdominal trauma. The literature also addresses the role of hospital child protection teams in evaluating possible cases of child maltreatment, finding that, along with concrete resources, respect and collegiality among team members lead to better-functioning multidisciplinary teams.
The burden of child maltreatment: epidemiology and sequelae
Starting in the early 1990s, there has been a real decline in the exposure of children to violence and maltreatment documented in several different surveys and administrative surveillance systems. Finkelhor et al. [1 ] report that the trend is continuing in a recent article comparing rates of child victimization of children aged 2-17 years assessed through phone surveys conducted in 2003 and 2008 in which parents of young children and adolescents were interviewed. Physical assault of any type and peersibling victimization rates dropped, as did psychological and emotional abuse. The prevalence of any sexual assault declined from 8 to 6.7%. However, rates of physical abuse and neglect by caregivers and witnessing domestic violence did not significantly decline.
The same 2008 telephone interview dataset was used to analyze 'polyvictimization' [2] . Historically, surveys and incidence studies have looked at exposures to a single type of abuse in isolation, when the reality that children frequently suffer exposure to multiple forms of maltreatment is supported by clinical experience. For example, children can be the victims of robbery, sexual and physical assault, bullying, and also witness violence, each type representing a different victimization exposure. Of the 4053 children, aged 2-17 years, who were surveyed, 80% had experienced at least one type of maltreatment; 66% of this group had been exposed to more than one type of victimization, with 30% of them experiencing five or more types. Polyvictimization was more highly associated with trauma symptoms than experiencing repeated victimizations of a single type of abuse.
Filling an evidence gap in the data derived from community epidemiologic studies, the authors, in a separate report, examined the victimization of children under age 2 using the cross-sectional national telephone survey in 2008 [3] . In the sample of 503 children, approximately one-third had experienced some form of victimization, either directly or indirectly, in the preceding year, but fewer than 1% experienced direct victimization by physical abuse or neglect. Fallon et al. [4 ] remind us of the difficulties of accurately measuring the rate of child maltreatment in a thoughtful review of the different survey systems used in North America to monitor reported child maltreatment, which as a result of different methodology result in different incidence rates. For example, some surveillance systems only count children for whom a substantiated report of maltreatment exists, whereas other systems collect information in which there is a suspicion of child maltreatment.
In an attempt to better understand the international incidence of child abuse, researchers have been gathering data through World Studies of Abuse in the Family Environment (WorldSAFE) using population-based surveys of family violence and child discipline [5] . In the first report looking at harsh punishment rates among 14 239 mothers in 19 communities around the world, including the United States, India, Egypt, and Brazil, Runyan et al. [6] found some level of harsh physical discipline in every community studied. The median rate of harsh punishment, including hitting with objects, was 39% among study communities. Although the authors take pains to point out that the results are not by any means nationally or statistically representative, they do provide a sense of the pervasiveness of harsh treatment of children, which can be seen as a proxy for child physical abuse.
Sequelae of child maltreatment
The knowledge that child maltreatment is linked to longterm deleterious effects on health and well being has long been known, but separating the effects of child maltreatment from other often concomitant childhood adversity, such as poverty, has been methodologically challenging.
Several studies that attempt to more rigorously establish a causal connection between child maltreatment and later ill health were published this year and are of interest to the pediatric clinician. Using a nationally representative community sample, Scott et al. [7] were able to show significant associations between prospectively ascertained child abuse per Child Protective Services (CPS) report and subsequent mental disorder diagnoses, such as mood disorder, posttraumatic stress disorder (PTSD), and anxiety disorder, after adjusting for demographic and socioeconomic factors. This report makes an important contribution, as most of the existing data supporting a link between child maltreatment and subsequent mental health impairments have been made on the basis of retrospectively reported child maltreatment (which is inherently biased data).
Chen et al. [8 ] have conducted a systematic review and meta-analysis of the best available evidence for supporting a link between sexual abuse and lifetime diagnosis of psychiatric disorders. The authors included 37 studies that were either case-control or cohort and compared victims of sexual abuse (at any age) with a control group of nonabused individuals. Meta-analysis revealed a significant association between a history of sexual abuse and a lifetime diagnosis of depression, eating disorders, anxiety disorders, PTSD, sleep disorders, and suicide attempts, but not for schizophrenia or somatoform 
Key points
Although some data shows that children's exposure to violence is declining, caregiver abuse and domestic violence remain steady in the United States. Child physical abuse, neglect, sexual abuse, and emotional abuse have significant lasting impact, and children often experience more than one form of maltreatment. Although urine nucleic acid amplification testing provides an easy way to screen for gonorrhea and chlamydia in prepubertal children, the test should be used only in the presence of other risk factors in order to avoid false-positive results. Child physical abuse can lead to many occult injuries, with external bruising often providing a clue to significant head, skeletal, or abdominal injury. Munchausen by proxy (pediatric condition falsification) remains one of the most difficult forms of child maltreatment to diagnose and treat, made complicated by the role that the medical profession plays in these cases. Well-functioning hospital child protection teams rely not only on concrete resources but also on respect and collegiality among members of a multidisciplinary team.
disorders. Currie and Widom [9] approach the long-term consequences of child maltreatment from a different perspective: they consider the economic outcomes in middle adulthood, including employment, earnings, and assets, using a prospective cohort design. Compared with controls, adults with court-substantiated cases of childhood physical and sexual abuse and neglect had significantly lower educational and economic achievement, and effects were larger for women than for men.
Studies have been accumulating detailing the long-term adverse outcomes associated with an exposure to child maltreatment [10] . Recent work has attempted to explore the possible mechanisms by which abuse negatively effects development in the hopes that with that specific knowledge we can design better interventions for preventing and responding to child maltreatment [11] . Noll et al. [12 ] have added to our understanding of the cognitive deficits seen in sexually abused girls by following a cohort of girls with substantiated sexual abuse over 18 years to assess receptive language development. Compared with demographically similar controls, the abused girls started off with similar receptive language abilities, over time acquired skills at a slower pace, and ultimately had a lower level of proficiency, and had lower rates of high school graduation. These findings clearly have implications for the enrichment services that are needed for victims of child sexual abuse.
Sexual abuse
Pediatric clinicians are frequently called upon to differentiate abusive from nonabusive genital injury. Because of the relatively low incidence of such injuries, few case series have been published. Iqbal et al. [13] add to our understanding with the publication of their findings in 167 girls aged 16 years or less who were evaluated for accidental anogenital trauma over a 27-year period. Girls with injuries as the result of sexual contact or obstetrical trauma were excluded. Consistent with earlier studies, accidental penetrating injuries were uncommon, as were damage to the posterior fourchette (7.8%) and hymenal disruption (8.4%). The most common injury was a straddle injury leading to labial trauma. The authors found that injuries extending beyond the labia were far more likely to require operative management.
Several comprehensive reviews covering sexually transmitted infections (STIs) in children were published this year. Bechtel [14 ] concisely summarizes the recent literature regarding the epidemiology and testing methodology for various infectious agents, including HIV and herpes simplex virus (HSV). The controversies surrounding the use of nonculture methods, such as nucleic acid amplification test (NAAT), to diagnose Neisseria gonor-rhoeae and Chlamydia trachomatis in child sexual abuse are discussed, and the author reminds us that, given the low prevalence rate of these infections in the pediatric population, we risk doing great harm to families with falsepositive NAAT results. Hammerschlag and Guillen [15 ] have also provided us with a comprehensive review of the epidemiology of STIs in child sexual abuse and the current recommendations for diagnostic testing. Included is an extensive discussion of the drawbacks of the use of NAAT testing in children, in which forensic and legal considerations make accurate diagnosis of C. trachomatis and N. gonorrhoeae paramount. Positive NAATs must have confirmatory testing in situations of possible child sexual abuse.
The range of human papilloma virus (HPV) infections in children is considered in a detailed review by Syrjanen [16] , with an in-depth discussion of the epidemiology and modes of transmission in various clinical scenarios. Most data suggest that laryngeal and anogenital HPV infections in preteen children are the result of nonsexual transmission. The possibility of sexual transmission should always be considered, with a low threshold for inquiry into possible sexual abuse through appropriate investigation, with the likelihood of abuse increasing with age at initial diagnosis.
Leventhal et al. [17 ] write of an approach to the sexual abuse physical examination process that addresses questions and concerns of families and child victims that are almost always present but not always openly expressed during the course of the visit. For example, families may have worries about the veracity of the disclosure or about how to talk to their child, and children may be concerned about possible injury or their own sexuality. The authors provide useful suggestions of responses that will support families in protecting their children.
Physical abuse
The diagnosis of physical abuse remains challenging due to the lack of history, delayed presentation, and often vague and subtle external findings of abuse. Unexplained bruising remains one of the most common external signs of occult injury. Pierce et al. [18] study children less than 2 years admitted to the pediatric ICU with traumatic injury, in order to derive a model for bruise evaluation.
Their work confirms previous studies showing that the presence of any bruising is concerning regarding abuse in any nonambulatory infant, and that bruises located on the torso, ear, and neck are in children suspicious and should be investigated with further assessment for abuse. Although the authors found that facial bruising was common in accidental trauma, the presence of facial bruising in the absence of history should still cause concern.
Newman et al. [19] studied a large population of disabled children to determine bruising patterns. They found that the presence of bruising is proportional to increasing motor ability, and the pattern of bruising is similar to that of nondisabled children. The authors also found a significant proportion of unexplained minor bruises in mobile disabled children, and they point out that the lack of a remembered history for a bruise should not, itself, raise suspicion.
It is important to consider other causes for skin findings that are not associated with abuse. Ravanfar and Dinulos [20 ] provide an extensive account of multiple cultural practices that may lead to skin lesions, a must read for any physician involved in assessment of possible child abuse.
Several articles this year addressed abusive burns. Dissanaike et al. [21] discuss a large database of children with pediatric burns, detailing the features of children with abusive burns. They found that the proportion of girls with inflicted burns was higher than girls who sustained accidental burns. The authors also report that inflicted burns were associated with younger age (1.75 compared with 5.5 years old) and that these cases were very difficult to prosecute, with only an 11% conviction rate. DeGraw et al. [22] assess a multicenter database of children who were evaluated for possible abuse and find that, of those less than 2 years old with burns, additional fractures were identified in 18.6%. This finding supports the need for a skeletal survey in any child less than 2 years with a suspected abusive burn.
Occult skeletal injury remains one of the most common findings in cases of abuse. Ravichandiran et al. [23] found in a retrospective review of 258 children below 3 years of age with abusive fractures that 20.9% were missed in at least one previous encounter with physicians. The highest cases of missed fractures occurred when children presented to nonpediatric emergency rooms or to primary care clinicians, suggesting that there may be a need for more education in these settings. It is also clear from the study that one should perform a thorough history of injury and screening for risk factors and have a low threshold to conduct a skeletal survey, which should be read by a pediatric radiologist.
In an article that should be read by all orthopedic surgeons, Sink et al. study accidental abdominal trauma in children less than 5 years old, in order to gain insight into the signs and symptoms of blunt abdominal trauma. The authors describe that abdominal distension and pain were present from the time of accidental injury forward in most cases of blunt abdominal trauma, and, if present in a child with concern for abuse, should prompt further evaluation. They also found that abdominal bruising, although not always present, was a strong indicator of internal injury.
Hilmes et al. [26 ] created the largest database published of children below 5 years with abusive abdominal trauma by reviewing all abuse cases over the past 14 years from a large children's hospital. This database revealed that findings of abdominal distension or bruising were important indicators of abdominal trauma, but were not present in a majority of children. Elevated liver function tests and amylase were not very specific, but were sensitive indicators of liver or pancreatic injury. Thus, if any abdominal symptoms, physical findings, or laboratory abnormalities are present, one should search carefully for occult abdominal trauma. In both articles, the authors also found that solid organ injury was more frequent than mesenteric or bowel injury. In an excellent review and discussion about radiologic evaluation, Raissaki et al. [27 ] point out that liver, bowel, and mesentery are especially vulnerable in abuse because 'these organs, together with the mesenteric root, share a common characteristic: they are relatively fixed in the epigastrium and uncovered by the ribs, especially in young children.'
Abusive head trauma
Many studies about abusive head trauma (AHT) are plagued by circular reasoning. This circular reasoning occurs when research teams study cases of head trauma using a diagnostic criterion that has been created by the same or similar teams (the 'triad' of subdural hemorrhage, retinal hemorrhage, and encephalopathy). Vinchon et al. [28 ] attempted to overcome the circular reasoning that can occur in retrospective research studies about AHT. Vinchon et al. created a prospective database of infant (<24 month) head trauma, comparing 45 cases with perpetrator confession of abuse with 39 cases of witnessed accidental trauma occurring in public places. These two types of cases, which represent two extremes (confessed abuse versus witnessed accident), were evaluated identically with head CAT scan and ophthalmologic evaluation. The authors confirm that subdural hemorrhage and severe retinal hemorrhage are diagnostically valuable when diagnosing AHT. They argue that the absence of scalp swelling should be another diagnostic criterion rather than encephalopathy; however, the study is limited by the nonroutine use of MRI (which may detect subtle brain lesions) in evaluating cases of head trauma.
Adamsbaum et al.
[29 ] also studied cases in which the perpetrators confessed. The authors document 112 cases of AHT in which there was a judicial conviction. In 29 cases, the perpetrator gave a confession about actions that led to the child's injuries. The authors found that 100% of confessions involved shaking of infants that was violent, and more than half (55%) of cases involved shaking infants on a repeated basis. Most of the perpetrators (62.5%) who shook infants multiple times did so because shaking quieted the infant, making statements such the infant 'goes to sleep after being shaken'. All caregivers described being tired and frustrated with infant crying, which supports the hypothesis that infant crying is the main behavior leading to shaking. As has been demonstrated in many previous studies, the majority of perpetrators were men (45%), followed by mothers and other caregivers.
The cause and differential diagnosis of retinal hemorrhaging in children is discussed at length by Levin [30 ] in an excellent summary article. The Committee on Child Abuse and Neglect [31 ] encourage a formal ophthalmologic examination not only in cases of significant unexplained intracranial hemorrhage but also in cases of unexplained acute life-threatening events. Examination by an ophthalmologist should take place, if possible, within 24 h, even if the child is too unstable to have a dilated eye exam. The authors point out that an eye examination should never be used as the only screening tool for abusive head injury, as retinal hemorrhages may be transient.
Kemp et al. [32] propose that one should also consider extending the MRI evaluation in possible AHT to include the spine. In their systematic review of 19 articles detailing abusive spinal injuries, the authors found that coexisting impaired levels of consciousness could mask the symptoms of spinal injury.
Munchausen syndrome by proxy
In a review of Munchausen syndrome by proxy (MSBP) that is both comprehensive and clinically relevant, Squires and Squires [33 ] explore the syndrome with an emphasis on gastrointestinal symptoms. They begin by addressing the evolution in the concept and the resultant change in terminology associated with the syndrome. The authors acknowledge the role of the physician (and of the modern healthcare system) in the process and advocate for physician 'self-awareness', emphasizing the importance of placing MSBP on the diagnostic differential as early as possible. They also make reference to 'the patient -perpetrator-physician triad' and note that 25% of the injuries inflicted as a result of MSBP are caused by treating medical personnel alone (the remaining 75% are caused by the medical personnel's and caregiver's combined actions).
Squires and Squires review the phenotype of the patient and the perpetrator and note that a physician phenotype, one that would identify vulnerability to involvement in MSBP, does not exist. They bring to light several of the obstacles that make it difficult for medical personnel to make the diagnosis of MSBP. These include training that encourages one to eagerly pursue the diagnosis of complicated symptoms, but does not incorporate the concept of doubting the caregiver's history and the obstacle of increasing reliance on electronic medical record (which may complicate diagnosis due to the lack of interfacing capability between different systems, due to the production of a massive record that is difficult to synthesize, and due to the phenomenon of notes being copied, pasted, and taken from templates that potentially result in diminished attention to the details of a specific interaction). They also make reference to Health Insurance Portability and Accountability Act (HIPAA)-driven barriers to accessing past medical information, increased reliance on medical tests to support a diagnosis, increasing pressure on physicians to achieve patient satisfaction, increased access to specialists, and the virtually unlimited access to knowledge that the internet provides perpetrators (as well as allowing perpetrator retaliation through blogs).
An interesting article that focuses on the motivations of the parent in MSBP was published in Medical Hypotheses by Saad [34] . The author makes note of the universal (and cross-cultural) sex differential of perpetrators of MSBP and hypothesizes that this differential is not accidental. The author notes that sex-specific epidemiology is accepted for some psychiatric conditions (women more likely to have eating disorders, men more likely to have gambling or pornography addiction). The preponderance of female perpetrators in MSBP is in direct contrast with the parental investment hypothesis, which suggests that women are more invested in their children's well being owing to their greater investment in the care of their offspring. Saad proposes that the narcissistic need of a subgroup of female perpetrators overrides their maternal investment in their children and allows the perpetrators to begin the cycle of MSBP in order to gain the benefit of being regarded as the heroic champion of their child. In the setting of a distant spouse, the attention of a highstatus physician becomes the reward for the child's 'illness'.
Case reports of MSBP have been published from specialties outside the child abuse field. Al-Owain et al. [35] , from Saudi Arabia, published a report from the geneticist's perspective when MSBP symptoms mimicked Gaucher's disease. In this case, frequent central line infections caused medical providers to be concerned about MSBP. The mother was contaminating the line with herbs and with her own saliva. The mother in this case also had a history of Munchausen syndrome that included injecting herself with insulin. An editorial in The Lancet [36] describes a case in which a mother fabricated her son's symptoms, and the son's diagnoses included cerebral palsy, cystic fibrosis, diabetes, food allergies, and intolerance to sunlight. This report notes the reluctance of physicians to involve the police in England despite the statement by the Department of Health guidelines that 'the police should be involved at the earliest opportunity'. A report of two cases by Sugandhan et al. [37] is published in the International Journal of Dermatology: first case involving fractures and fingernail loss and second case involving large skin erosions. A letter to the editor in Child Abuse and Neglect [38] refers to case reports of caustic ingestion such as of lye and bleach, noting that many of these reports emphasize the value of a multidisciplinary input in resolving these cases.
Challenges of responding to child abuse
Asnes and Leventhal [39 ] have written a thoughtful guide to the evaluation of suspected child maltreatment aimed at the primary care clinician. A stepwise approach is offered, which highlights consideration of contextual factors when differentiating abuse or neglect from unintentional injury. They stress the importance of ongoing communication with CPS throughout the course of the investigation, not merely at the initial point when the referral is made. Webb and Moynihan [40 ] use an ethical framework to consider the task of responding to child maltreatment, specifically applying the concepts of relativism and absolutism that they argue both have a place in the complex decisions clinicians are asked to make. They argue for an 'absolutist approach' to the diagnosis of child abuse, focusing on the impact of the maltreatment on the child irrespective of the intention of the caretakers. Once maltreatment has been recognized, a relativistic approach is called for in determining an appropriate and culturally nuanced response that will ultimately benefit both the child and family.
Rees [41 ] reviews the current state of knowledge with regard to emotional abuse. In contrast to the relatively swift and well defined response often seen in child physical or sexual abuse, emotional abuse is typically more difficult to recognize and less amenable to a focused intervention, resulting in an inchoate intervention if there is intervention at all. The author frames emotional abuse as a fundamentally distorted parentchild attachment and provides useful guidance for assessment and intervention as collaboration between pediatric medical care and child and adolescent mental health services.
When we speak of cross-disciplinary collaboration in effectively dealing with child maltreatment, sharing of information is crucial. Clinicians and the administrators are sometimes hesitant to disclose what they know because of concerns about a possible 'HIPAA violation'. HIPAA deals with the security and privacy of patient health data to allow the appropriate release of patient information. When child maltreatment is suspected, it may be determined that release of information without consent is necessary for the well being of the child. The American Academy of Pediatrics (AAP) has recently released a policy statement [42] that spells out the regulations in situations of child abuse and neglect, providing guidance so that HIPAA does not get in the way of much-needed cooperation in these cases.
Many hospitals rely on Child Protection Teams (CPTs) to aid in the diagnosis and management of child abuse, and Kistin et al. [43] report on the factors that influence their effectiveness. Using a modified Delphi process to create expert consensus, they define the most important duties of a successful CPT, which included court testimony, medical consultation, and multidisciplinary case review. Variables that were most important to maintaining an effective CPT were interdisciplinary collaboration, adequate resources, and collegiality. Substantial effort has gone into the creation of systems of care that improve physician response to alleged child maltreatment.
Newton et al. [44] have systematically reviewed interventions directed at processes in the pediatric emergency department (ED). There are observational studies that have shown improvement in care with the use of checklists combined with an educational component; however, the one robust evaluation using a multisite randomized controlled trial (RCT) design showed no difference in ED practice with regard to the evaluation of suspected child abuse when checklists and additional education were provided. The authors write that, given the complexity of human decision making, we need a better understanding of the cognitive and behavioral components of clinical practice in order to create interventions that improve clinical practice.
Two interesting reports consider the home environment of maltreated children. Using a multicenter retrospective cohort study design, Campbell et al. [45] compared levels of modifiable risk factors (maternal education, social support, child behaviors, etc.) in a cohort of children investigated for child maltreatment versus children who were not investigated. All of the children studied were at high risk for maltreatment based on social, caregiver, and child factors, and 167 of 595 study individuals experienced an investigation between ages 4 and 8. After adjusting for baseline risk factors, the authors found that CPS investigation led to no improvement in these common modifiable risk factors. The authors note an important limitation to their study: potentially important risk factors such as intimate partner violence (IPV) and substance use were not included in the original dataset and so could not be assessed. Even so, these results point to a 'missed opportunity' for intervention.
The National Survey of Child and Adolescent Well Being is a nationwide cohort study of some 5500 children, representative of all children investigated by CPS in 1999 and 2000, exploring child and family well being as related to family characteristics, experience with the child welfare system, and other factors. In the study reported by Burgess et al. [46 ] , the home environment and physical and mental health of caregivers were evaluated, comparing foster and kinship homes with homes where there was an investigation, but no removal.
Although it was hypothesized that placement in foster or kinship care would result in consistently better home environments for the children, this turned out not to be the case. Using a scale developed to assess developmentally important parenting interactions and environmental characteristics predictive of cognitive development and attachment, foster homes were statistically indistinguishable from investigated homes except for cognitive stimulation of infants, which was higher in investigated homes. Large proportions of caregivers in all settings had untreated physical and mental health issues, having worse health than the general population, with investigated-home caregivers generally having better physical health, but worse mental health when compared with foster and kin caregivers. There is a call for further research into the factors associated with higher-quality out-of-home placement for abused children.
Antecedents and prevention
When considering child maltreatment prevention, it is easy to be overwhelmed by the complexity of the social and environmental milieu that culminates in child abuse, with the result that the individual clinician despairs of trying to make a difference. A clinical report from the AAP [47 ] reminds us that pediatric clinicians can nurture and strengthen families through anticipatory guidance, especially about normal child development, and help with developing effective and safe disciplinary practices. A pediatrician can also serve to identify risk factors for child abuse such as IPV and parental depression early on in their course and help link the family to appropriate support services. Similarly, the AAP provides guidance for the clinician about the importance of intervention on behalf of children who live in homes affected by IPV in a recent clinical report [48 ] .
Use of corporal punishment has been associated with an increased risk of child maltreatment. Taylor et al. [49] provide more robust data supporting the link between IPV and corporal punishment by considering a populationbased sample and assessing information from both mothers and fathers. Using self-report data from parents in a sample of approximately 2000 children at age 3 years, they found that the majority had spanked their children in the preceding 1 month, typically with both parents involved, rather than mother or father alone. Corporal punishment, IPV, or both were reported in 85% of the families, and even minor forms of aggression like controlling behavior were associated with an increased risk of spanking.
Scholer et al. [50] report on a practical primary care intervention that in an RCT was shown to help parents make plans for appropriate discipline. Parents who were shown a brief video before their primary care visit were later better able to describe developmentally appropriate nonaggressive disciplinary methods and less likely to plan on spanking versus controls. The authors are quick to point out that a change in plans for discipline does not equate with a change in behavior, but, given the low-cost nature of the intervention and its practical implementation, it is a place to start.
It has been suggested that corporal punishment be banned as part of a larger effort to prevent child maltreatment, and Zolotor and Puzia [51] have written a systematic review of international law with regard to this issue. They find that societies that ban corporal punishment only do so in an environment in which the support for corporal punishment is on the decline. In other words, the laws against corporal punishment ratify public opinion against its use.
Conclusion
Although some measures of child maltreatment show a small decrease, the number of children and adolescent victims remains high. Given the tremendous lifelong burden that abuse and neglect create for victims, pediatricians must remain vigilant in watching for signs of physical, sexual, and emotional abuse, as well as responding to cases of neglect. Other countries are beginning to assess and address this huge public health problem, and researchers are adding to the evidence base about the specific causes, findings, and clinical outcomes in children who suffer maltreatment.
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